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Abstract

Developing person-centred care is not a one-time event; rather it requires a sustained commitment
from organisations to the ongoing facilitation of developments, a commitment both in clinical teams
and across organizations. Contextual factors pose the greatest challenge to person-centredness and
the development of cultures that can sustain person-centred care. We will begin with a general
comment on ‘context’ and its meaning before exploring three particular factors that influence the
practice context, namely, workplace culture, learning culture, and the physical environment. Next
we explore a particular approach to developing person-centred care through emancipatory practice
development. We highlight the importance of facilitation through emancipatory practice
development programmes and describe how person-centred care can be developed through the
presentation of a case study that illustrates the principles and processes of emancipatory practice
development as well as the outcomes achieved. We conclude with an application to clinical practice.
A key consideration for all organisations in the development of person-centred care is to move from
what we suggest are ‘person-centred moments’ (individual, ad hoc experiences of personcentredness) to ‘person-centred care’ as an underpinning culture of teams and organisations.
Citation: McCormack, B., Dewing. J., McCance, T., (May 31, 2011) "Developing Person-Centred Care: Addressing
Contextual Challenges Through Practice Development" OJIN: The Online Journal of Issues in Nursing Vol. 16, No.
2, Manuscript 3.
DOI: 10.3912/OJIN.Vol16No02Man03
Key words: Person-centredness, person-centred care, nursing, learning culture, organisational culture, care
environment, facilitation, practice development, emancipatory change, context, change management,
evidence-based practice, evaluation
The purpose of this article is to identify and discuss issues to consider in the development of person-centred care.
We define person-centred care as an approach to practice that is established through the formation and fostering
of therapeutic relationships between all care providers, patients, and others significant to them. Person-centred
care is underpinned by values of respect for persons, individual right to self determination, mutual respect, and
understanding (McCormack, Dewing, Breslin, Tobin et al., 2010). Whilst many readers will be familiar with the
term ‘patient-centred care,’ we use the term ‘person-centred care’ as we believe it more explicitly reflects the
application of the above humanistic values to all persons engaged in caring encounters, including patients, clients,
families/carers, nurses, and other members of the multidisciplinary team.
In the article we will focus on contextual factors as these factors have the potential to greatly enhance or hinder
the way that person-centredness evolves in teams and on clinical units. We will also discuss approaches to the
facilitation of person-centred care through the methodology of emancipatory practice development. This
methodology emphasises the active facilitation of increased effectiveness of person-centred care through the
application of new knowledge and skills that individuals and teams develop via active learning in practice (Manley,
McCormack, & Wilson, 2008). Next we will offer a case study of the development of person-centred care in order
to illustrate emancipatory practice development in action and the changes that were brought about in order to
move towards more person-centred cultures of care. We will conclude by summarizing how this approach can be
applied in practice.

Contextual Factors and the Development of Person-Centred Care

McCormack and McCance (2010) have suggested that many nurses experience ‘person-centred moments,’ i.e.
particular times in practice when everything seems to come together and the outcome feels satisfying and
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rewarding. We all have memories of those moments and stories to tell of their significance to us as nurses - be it a
significant event with a patient, a meaningful moment of support offered by a colleague, feedback from a leader
that was intentional and empowering, or an expression of thanks from a family member that made the
everydayness of practice seem all worthwhile. Such ‘person-centred moments’ may have triggered the question,
“Why can’t it be like this all the time?”. Indeed, this same question is one that we found arising from our research
with patients. In our analysis of patient and resident stories (McCance, Gribben, McCormack, & Mitchell, 2010;
McCormack, Dewing, Breslin, Tobin et al., 2010) we found continuous evidence of what can be described as
‘practice contradictions,’ i.e. simultaneous moments of person-centred and non-person-centred practice.

...it must further be
considered how personcentred moments can be
transformed into ‘personcentred cultures’ of
practice...

We acknowledge that we do not work in a state of utopia, and that everyday
practice is challenging, often stressful, sometimes chaotic, and largely
unpredictable. Yet it is important to consider that person-centred moments,
such as those between one nurse and one patient, must be increased to
become an everyday cultural pattern or norm for all. Thus, it must further be
considered how person-centred moments can be transformed into ‘personcentred cultures’ of practice where satisfaction, involvement, and feelings of
well being for patients and nurses are commonplace. To do this requires a
particular commitment to the ongoing development of practice, paying
attention to rigorous processes, the continuous evaluation of person-centred
effectiveness, the celebration of successes (Manley, McCormack, Wilson, &
Thoms, 2008), and engagement by managers (Dewing, 2008a) and other
key stakeholders.

In the development of a framework for person-centred nursing, McCormack and McCance (2010) identified a range
of attributes of practice contexts that impacted on the operationalisation of person-centred care. Of particular
significance were workplace culture, learning culture, and the physical environment. A number of studies have
identified these attributes of the work environment as being particularly significant in creating environments that
enable person-centred care to be realised (Brown & McCormack, 2011; Dewar & Mackay, 2010; McCance et al.,
2010; Wilson, McCormack, & Ives, 2005). Each will be described below.
Workplace Culture
Culture in health and social care has been studied extensively over the past
20 years (Davies, Nutley, & Mannion, 2000; Ferlie & Shortell, 2001; Scott,
Mannion, Davies, & Marshall, 2003). The international drive (particularly over
the past 15 years) to ‘modernise’ healthcare systems has led to a significant
focus on the impact of culture on the clinical effectiveness of staff and
service-user experiences of health and social care. This focus has been
subsumed under a quality umbrella (O’Reilly, Courtney, & Edwards, 2007).
We would argue that much of what is known about organisational culture in
other types of organisations has yet to be effectively applied to healthcare.

...much of what is known
about organisational
culture in other types of
organisations has yet to
be effectively applied to
healthcare.

Manley (2000) suggested that it is the culture of wards and departments (workplaces) that patients, residents,
and staff experience every day. Manley added that the characteristics of these cultures need to go beyond
‘organisational artefacts,’ e.g. visible products, such as language, technology, clothing/uniforms, and forms of
address. Cultures are also characterised by shared values, team effectiveness, a commitment to continuous
learning and improvement, and transformational leadership. Coeling and Simms (1993), Adams and Bond (1997),
and Wilson, McCormack, and Ives (2005) have argued that because culture has been found to vary between
workplaces within the same organisation, there is a need to understand the culture of each individual workplace
prior to implementing innovations or developments.
Learning Culture
Learning cultures are productive cultures, characterized by their ability to
tolerate productive tensions, learn from mistakes, support and enable
innovation, maximize individual potential, and understand the
...because culture has
interrelationship between team/system processes and the effectiveness of
been found to vary
outcomes achieved (Kaye & Jordan-Evans, 2005; Manley, Titchen, & Hardy,
between workplaces
2009; Titchen & Binnie, 1995). A learning culture is a culture in which
within the same
nurses view their work as exciting and revitalising, offering them the
organisation, there is a
prospect for both personal and professional growth. Creating an environment
need to understand the
in which learning occurs takes account of the ward/unit atmosphere, the
culture of each individual
context (setting) within which nursing takes place, and the process used to
workplace prior to
enable learning to occur. Senge (2006) has suggested that sustained
implementing innovations
learning only occurs in a supportive context in which learning is viewed as
or developments.
an integrated component of practice. Numerous studies have identified the
value of investing in learning (staff education in the work setting) so as to
develop the effectiveness of the workplace culture (Clarke, 2001;
McCormack, Dewing, Breslin, Coyne-Nevin et al., 2010; Platzer, Blake, &
Ashford, 2000). This learning can facilitate an exciting workplace
environment in which challenge is part of everyday practice and ensure that
learning extends beyond the boundaries of the clinical unit (Platzer et al., 2000).
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It is important to recognize that the values of mutuality, collegiality, and care that are espoused in mission
statements and organizational frameworks are often not easily realised by staff in practice. Despite a large amount
of literature addressing teams, team-effectiveness, and team culture, dysfunctional team relationships and
dissonance between espoused and lived management and leadership values continue to exist in nursing and
healthcare (Brown & McCormack, 2006; Wilson et al., 2005). The key goal in the development of a positive
learning culture is to recognize and overcome individual, group, and organizational barriers in order to move
towards an effective culture (Hoff, Pohl, & Bartfield, 2004) and to overcome the features of workplaces that
nurture hierarchical management and horizontal violence (Brown & McCormack, 2011).
Contemporary efforts regarding the development of ‘models of care’ that have the patient at the centre and the
nurse positioned to facilitate autonomous decision making can be seen as attempts to re-orientate the design of
healthcare services towards ones that are based on patient, family, and staff experiences (New South Wales
Health Department, n.d.). In addition, the ongoing research into organizations known as ‘Magnet Hospitals’ has
illustrated the organizational conditions that are necessary for staff to feel empowered. Magnet hospitals have
been associated with attributes that have been positively linked to nursing staff outcomes (Aiken & Sloan, 1997a,
1997b; Aiken, Sloane, & Lake, 1997).
The Physical Environment
Arneill and Frasca-Beaulieu (2003; 163) have written:
...a beautiful health care unit is not necessarily one in which patients feel nurtured and supported. A
patient who is frightened, lonely, and isolated from family and friends is not likely to notice the
carefully decorated surroundings. It is only when the architecture and interior design works in
concert with other … components that the environment can help a caring staff help a patient feel
less lonely and isolated.
The physical environment of care has for a long time been recognised as having a significant impact on the care
experiences and patient outcomes. Indeed, Florence Nightingale placed a major emphasis on the quality and
cleanliness of the environment and viewed this as being critical to patient recovery. However, as Arneill and
Frasca-Beaulieu (2003) asserted, the physical environment needs to work in concert with the cultural values in
care teams and the ways of working that enable person-centredness to be realised. In this respect, two aspects of
the physical environment need to be attended to, namely, the built environment and the aesthetic environment.
Most hospitals and healthcare facilities have been designed and built with ‘clinical efficiency,’ and not personcentredness, in mind. The tyranny of infection control and safety agendas in many countries are adding to
depersonalisation; for example, no flowers, plants, or paintings are permitted in some clinical settings. However,
considerable efforts are being made to ensure that new healthcare facility designs adopt a more person-centred
approach. Because not all patients and staff can expect facilities that are designed with person-centredness
explicitly in mind, there is a need to consider how existing environments can be enhanced.
In one such initiative the King’s Fund (London) has developed the ‘Enhancing the Healing Environment Programme
(EHE).’ The aim of this programme is to encourage and enable local teams in hospitals to work in partnership with
patients and families to improve the environment in which they deliver care. The programme provides small grants
to multidisciplinary teams to help them work together to change the physical environments in which patient care is
delivered. An evaluation of the initially funded programme (Lowson, Beale, Kelly, & Hadfield, 2006) has
demonstrated both therapeutic and economic benefits of such environments, as well as positive experiences
among participants. Changes have included an integrated interior design and artwork project undertaken as part
of a major refurbishment of the emergency department and integrated art and design projects in clinic waiting
spaces at major London Hospitals. The EHE principles have been adopted by many hospitals throughout the United
Kingdom. The outcomes from the work have included evidence of the impact of aesthetics on patient well being,
such as reduction in violent incidents in a mental health unit reported by Dooher and Kozlowski (2010). Dooher
and Kozlowski have stated that “designs that adhere to EHE principles provide the opportunity for service users
and patients to make choices … conducive to privacy, social interaction or therapeutic engagement, made easier
by the flexibility of the environment” (p17).
Similar design initiatives have occurred in residential care settings, particularly for older people and people living
with dementia. Contemporary care homes aim to be more reflective of a home environment and to focus on an
overall ‘domestic size and style,’ including open-plan kitchen/dining/living spaces; single ensuite rooms with
personal belongings and furniture, and reduction or elimination of obvious ‘hospital like’ structures, such as nurses
stations and offices, as the heart of the care setting (Dementia Services Development Centre, 2007; Drew, 2005;
Kane, Lun, Cutler, Degenholtz, & Tzy-Chyi, 2007)
The aesthetic environment is also a key consideration. Considerable developments have taken place in ensuring
that the environments are aesthetically pleasing and also promote healing, nurturing, care, belonging, and sensory
engagement. These are important attributes for both patient and staff revitalisation. The strategic placement of art
(pictures, sculptures, and other instillations) for sensory and emotional stimulation; the use of different colours,
lights, sounds, and smells to promote relaxation; and the integration of performance art with healthcare practice
have all become more commonplace. Evidence from maternity services (Chang, Chen, & Huang, 2008), people
with dementia (Hannemann, 2006; Kontos, Mitchell, Mistry, & Ballon, 2010) and people with head injuries (Elliott,
2008) has demonstrated the positive, therapeutic effects of integrating health and the arts.
Developing person-centred care requires a sustained commitment to the
facilitation of multiple aspects of culture change in clinical settings and
organisations. However, despite many examples of well-intentioned
projects, it continues to be the case that embedding person-centredness
in team, unit, and organisational cultures is a challenge, and indeed
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centredness in team, unit, and
often seems ‘elusive’ in the everyday (chaotic) world of practice. For
organisational cultures is a
some, the whole agenda of person-centred care is merely a buzz term or
challenge...
a process of ‘naming that which already exists,’ for example by asking
“We are doing it anyway aren’t we?”. Yet others may have identified
issues and ideas that stimulate new ways of thinking about practice and
are wondering,”How do I move towards this way of nursing?”. Both of
these positions pose challenges to the facilitation of person-centred care
developments. What is clear is that for person-centred care to be realised, a sustained commitment to its
development and maintenance in practice is required from organisations. We contend that the organizational
change methodology of emancipatory practice development offers such an approach.

Developing Person-Centred Care Through Emancipatory Practice Development

The term practice development is widely used within the nursing profession in the United Kingdom, Ireland, and
Australia. Practice development is defined as:
… a continuous process of developing person-centred cultures. It is enabled by facilitators who
authentically engage with individuals and teams to blend personal qualities and creative imagination
with practice skills and practice wisdom. The learning that occurs brings about transformations of
individual and team practices. This is sustained by embedding both processes and outcomes in
corporate strategy. (Manley, McCormack, & Wilson, 2008, p. 9)
This definition highlights the key components of practice development, namely that it is a facilitated activity that
focuses on helping individual clinicians and teams to understand the context in which they work and the
characteristics of that context that may prevent them from practising effectively. Practice development
emphasises the central place of learning through everyday practice, what we have come to describe as ‘active
learning.’
Active learning (Dewing, 2008b& 2009; McCormack, Dewing, Breslin, Tobin et al., 2010) is an approach for
in-depth learning that draws on and integrates numerous learning methods. It is based in and derives from
personal, emotionally connected experiences of practitioners and patients in the workplace. Being open to,
engaging with personal experience through critical reflection, learning from experience (seeing and doing) with
others, and evaluation are central activities in this approach.

Practice development
emphasises the central
place of learning through
everyday practice, what
we have come to
describe as ‘active
learning.’

Active learning draws on many activities including multiple intelligences,
critical reflection, learning from self, and also conversations and shared
experiences with others, all of which enable facilitation of change in the
workplace. Central to active learning is both the translation of learning into
practice so that the practitioner’s own practice is experienced differently and
the enabling or facilitating of active learning with others. Active learning takes
knowledge, in its many forms, and looks at how it can become (emotionally)
meaningful for individuals and teams. Thus it expands on what is known about
knowledge translation and diffusion activity. Everyday doing and takenfor-granted aspects and patterns of practice are critical markers for active
learning. Active-learning methods can be used to explore language, values
and beliefs, the environment and whom it privileges, signage, routines and
rituals, team work, and decision making, to name a few areas of exploration.
Enabling staff to learn how to evaluate the processes and outcomes of practice
and to demonstrate the impact of practice development for patients, families,
and staff is also a core activity.

Closely connected to the moments of person-centredness in practice described at the beginning of the paper, van
der Zijpp and Dewing (2009) have suggested that ‘moments of movement’ are experienced by practitioners and
facilitators when they are able to implement learning that enables transformation to take place. The following case
study is used to illustrate some of the core principles, purposes, processes, and outcomes of emancipatory
practice development work in the context of developing person-centred care.

A Case Study of Person-Centred Care Using Emancipatory Practice Development

This section will describe the background and context, aims and objectives, methodology, and findings of a case
study using emancipatory practice development. It will illustrate how this program enhanced patient-centredness.
Background and Context
The Older Persons National Practice Development Programme in the Republic of Ireland (McCormack, Dewing,
Breslin, Coyne-Nevin et al., 2010; McCormack, Dewing, Breslin, Tobin et al., 2010) was a national, two-year,
practice-development programme (2007-2009). It was influenced by broader international, theoretical, and
methodological advancements in practice development, and in particular built on the findings of the first
systematic review of practice development (McCormack, Wright, Dewer, Harvey, & Ballintine, 2007). In this review
of theoretical and methodological developments the authors identified nine key issues that needed to be addressed
in order for practice development to have a desired impact. The programme was managed and delivered by The
University of Ulster. The funding for the programme came from the National Council for the Professional
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Development of Nursing & Midwifery and six participating Nursing and Midwifery Planning and Development Units
(NMPDUs). The purpose of the National Council for the Professional Development of Nursing & Midwifery is to
promote and develop the professional roles of nurses and midwives, in partnership with stakeholders, in order to
support the delivery of quality nursing and midwifery care. There are eight NMPDUs in the Republic of Ireland. The
NMPDU is an integral component of the Health Service Executive, coordinating continuing professional
development, practice development, quality improvement, and workforce developments in the Irish Health
Service. The budget was managed by the NMPDUs.
Aims and Objectives
The overall aims of the programme were to: (a) implement a framework for person-centred practice for older
people across multiple settings in Ireland through a collaborative facilitation model, and (b) to carry out an
evaluation of the processes and outcomes. The definition of person-centred care presented in the introduction to
this paper was used to shape the work of the programme. The objectives of the programme were to:
1. Coordinate a programme of work that can replicate effective practice development processes in care of
older peoples settings
2. Prepare participants, local facilitators, and their directors and managers to recognise the attributes of
person-centred cultures for older people and key practice development and management interventions
needed to achieve the culture (thus embedding person-centred care within organisations)
3. Develop person-centred cultures in participating practice settings
4. Systematically measure or evaluate outcomes of practice for older people
5. Further test a model of person-centred practice in long-term care/rehabilitation settings and develop it as
a multi-professional model
6. Utilise a participant-generated data set to inform the development and outcomes of person-centred
practice
7. Enable local NMPDU facilitators to work with shared principles, models, methods, and processes in
practice development work across older people’s services (McCormack, Dewing, Breslin, Tobin et al.,
2010)
Methodology
The programme methodology was that of emancipatory practice development (Manley & McCormack, 2004) as
discussed earlier and underpinned by a specific, person-centred, practice framework (McCormack & McCance,
2006). Within the emancipatory practice development methodology, and for the aims of this programme,
particular emphasis was placed on evaluation and on learning. Below we will discuss the program structure and
processes, ethical approval, and the evaluation of this program.
Programme Structure and Processes. Eighteen residential units for older people were involved in the
programme. Practice development programme groups were established. The groups represented staff from
different areas within the units and different grades, i.e. Clinical Nurse Mangers, Staff Nurses, and Health Care
Assistants, along with Housekeeping, Catering, and Administration Staff.The participants from the sites met with
the internal facilitator from within their unit and the external facilitator from the NMPDU for a formal programme
and skills development day every six weeks. As the first year progressed a range of interim meetings and
discussion groups were established within the workplace in between these every-six-week programs. In Year 2
these session evolved into project-working and action plan-implementation groups. The programme had a number
of visible activities that took place on a regular basis. Overarching these ‘events’ the programme activities
principally involved the following:
developing an understanding of what work/practice development involves and the competence and confidence to
role model the processes to be used becoming familiar with the Person-Centred Framework and Practice
Development Model which were the frameworks used for the programme and for achieving the above
understandings
facilitating an understanding of workplace culture and change processes
holding awareness-raising activities for different staff groups, older people, and families in the programme sites
establishing a shared vision using values clarification exercises and involving the residents/patients'
families/carers and all staff within their work place
participating in active learning in the workplace
using structured reflection
learning facilitation skills
developing greater appreciation of and skills for effective group and team work, and
working with evaluation methods.
Ethical approval. Ethical approval for the programme of work was received from six individual regional ethics
committees. The university facilitators developed a ‘core protocol’ and supporting letters, information sheets, and
guidance notes. They then worked with each NMPDU facilitator to contextualise the core materials to each regional
ethics committee as each committee had different requirements. The protocol took account of development
activities, individual site-evaluation activities, and the overall programme evaluation framework.
Evaluation Methods. The processes and outcomes from the practice development programme were evaluated
within a framework of cooperative inquiry (Heron & Reason, 2008). The notes from the programme days detailing
learning evaluations and feedback to directors were collated and analysed for evidence of progression. The
evaluation of this specific part of the programme identified a variety of active-learning activities that were utilised.
In addition, a number of evaluation instruments were used. These instruments included The Workplace Culture
Critical Analysis Tool (WCCAT) by McCormack, Henderson, Wilson, and Wright (2009); The Person Centred Nursing
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Index (PCNI) and Person Centred Caring Index (PCCI) by Slater (2006) and Slater and McCormack (2007); and
User Narratives by Hsu and McCormack (2010). These instruments were developed as components of previous
research and development in person-centred practice and have established their validity and reliability.
The project leaders, lead facilitators, and project participants all acted as co-researchers in the collection and
analysis of the data. Thus this programme had the added benefit of developing evidence-gathering and research
skills among participants. Data were collected at three time points during the programme. Data collected using the
PCNI, PCCI, WCCAT, and user narratives were analysed at a local level to inform the development of action plans
and collectively at a national level both to inform the effectiveness of processes and also to assess outcome
achievement across the programme as a whole. The WCCAT and user narrative data were analysed using a
participatory approach with programme participants, programme facilitators, and programme leaders. The PCNI
and PCCI data were analysed after each round of data collection using SPSS. The items that comprised each factor
were summed and a mean score calculated for each factor. The identity of each participant remained anonymous
at each time point, although this did limit comparison across times at the organisational level. Descriptive statistics
were calculated for each of the factors contained in the instruments at each time point. A one-way analysis of
variance was used to compare the mean scores on each construct for the total sample across the three time
points.
All NMPDU facilitators received a summarised report of findings for their participating sites. These reports were
shared with programme participants and the findings used to further inform ongoing action planning at a local
level. In addition, the data across all sites were collated into single reports at each data collection period in order
to inform the overall evaluation of the programme and to inform progress with achieving the outcome of
developing person-centred cultures in the participating sites.
Summary of Findings
The personal and professional growth for individuals across different roles
and within the healthcare teams was evident in the analysis of the
programme day notes. Active-learning activities were found to be
acceptable to the participants and utilised throughout the programme days
and in practice. The acceptability and usability of active learning across all
the sites and throughout all the days was high, further indicating its
usefulness.

The data analysis suggested
that staff had shifted their
views from one of seeing
‘technical’ aspects of
nursing as caring to that of
recognizing the
‘non-technical’ aspects of
caring as being even more
important.

Significant progress was made in achieving numerous attributes of a person-centred culture. These outcomes are
summarized here but are reported in detail in McCormack, Dewing, Breslin, Coyne-Nevin et al. (2010). These
changes relate to the ‘pre-requisites’ of person-centred practice within the person-centred practice framework.
These prerequisites focus on the attributes of the care worker; they include: being professionally competent,
having developed interpersonal skills, being committed to the job, being able to demonstrate clarity of beliefs and
values, and knowing self. These changes are significant in terms of developing a person-centred culture.
Statistically significant changes (p>0.01 - 0.05) included:
Preparation for the role
Staff support
Knowledge of treatment decisions
Communication and support
Career development
Role satisfaction
Staffing and resources
Commitment to the setting
Workload
Intention to stay in role
There was also a change in the nurses’ ‘perceptions of caring.’ The data
analysis suggested that staff had shifted their views from one of seeing
‘technical’ aspects of nursing as caring to that of recognizing the
‘non-technical’ aspects of caring as being even more important. The
development of person-centred cultures is not a ‘one-off’ or ‘one-time’
event but instead is an ongoing and continuous process. Thus further
development of staff continues to be needed.

The development of personcentred cultures is not a
‘one-off’ or ‘one-time’ event
but instead is an ongoing and
continuous process.

In the Year 1 observation data there were as many poor practice examples as there were good practices. In the
Year 2 data there were appreciably fewer examples of poor practice, demonstrating a change in culture and
supporting the findings of the PCNI and PCCI. For residents and families the data demonstrated important
qualitative changes in care practices and these changes were particularly evidenced in residents’ narratives. The
combined narrative and observation data illustrated developments in four key areas of the care experiences for
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older people and their families.

The data showed a shift
towards increased
hopefulness...

Hope and hopelessness. The data showed a shift towards increased
hopefulness in the way that residents were cared for, as noted in an
improvement in the range of activities available for residents, their
involvement in decision making, and the quality of engagements between
staff and residents. One resident shared, “The hopelessness has been taken
away from me. You have got reassurance wherever you go with staff and
patients … and you seem to have a purpose ….” However, hopelessness
among residents continued to be an issue and further work is needed in this
area as noted in the following comment:

Time is long, boredom sometimes. I’d love to get home but there would be no one there. Just to get
out would be great – great to get away from it. I will go out in the weather when the weather is
good. I go down in the lift but my husband used to come down four times a week before he died. He
is a terrible loss. The girls are working and live off away from here. I’d like to get out while I’m able
…No, I don’t feel I have a say in how things are done here – No say, no, just get on with it ….
Choice. The data demonstrated that residents were provided with a greater range and number of choices. Specific
activities, such as resident and family groups, have been initiated and established in the majority of settings to
encourage more choices for residents as noted below:
It would be good if people could remember or know when films like the westerns are on because all
of the men like them. They were films you would have gone to see in the picture houses – John
Wayne is great. You can talk for hours about them. A keg of Guinness would be good too – I do not
like the cans. He [pointing to another resident] has one when a friend or sister comes into visit.
Belonging and connectedness. Compared with Year 1 data, there was evidence of staff ‘knowing the person’ in
a more meaningful way:
I get good care here and the staff take a genuine interest in me. I love music and really enjoyed
‘scriocht’ [traditional Irish storytelling and poetry activity] last year. It reminded me of being at
home with my friends and neighbours … I am very thankful to those who care for me and try to
improve life for me in all their different ways.
A range of activities has now been initiated to enable greater knowing of
residents as persons with ‘histories.’ These histories were noted to have had
an impact on the quality and quantity of meaningful engagement with
residents. Considerable attention has been paid to improving the
environment in many of the participating sites, and this has been viewed
positively:

...there was evidence of
staff ‘knowing the person’
in a more meaningful way.

There are nice paintings and artwork on the walls … it is a warm day so the windows are open which
leaves a pleasant breeze. There is toast being made for the residents, the smell is pleasant and fills
the room. The residents seem happy to see each other and greet each other warmly as the two staff
members do. There is a good ‘banter’ – a happy atmosphere. There are magazines on the coffee
tables – some of them are out of date. There are bowls of fruit available. When each resident enters
the room they are greeted warmly, often by other residents but the staff are friendly and cheerful
too. (observation note)
Meaningful relationships. The attention paid to overt demonstrations of being more person-centred, such as
language, team-work, reducing ritual and routine, facilitating more choice, intentionality, and the development of
meaningful relationships, have had a positive impact on resident experience:
The care worker is helping a resident out of bed. She is working in a calm way and giving the
resident lots of encouragement. The language she is using is very person-centred and is focused on
the resident’s needs – very respectful. (observation note)
An evaluation framework has now been introduced, one that can continue at a local, regional, or national level.
This framework can support residential care inspection and regulation standards and processes, as well as other
quality initiatives nationally across ‘older peoples’ services. The programme described in this article has enabled
the facilitators to work with shared principles, models, methods, and processes in practice development work; and
these can be continued. The data informed the development of local action plans and has been used to
demonstrate outcomes in person-centred care across the sites over three time periods.

Application to Practice

Developing personcentred cultures is not a
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from one-off change events. Rather once a commitment to developing
person-cultures is made, teams need to be able to see ‘bite-sized,’ tangible
from a whole team.
changes to maintain commitment, enthusiasm, and morale. Engaging in
activities, such as active learning and observations of practice, enable teams
to ‘stand back’ from the everydayness of practice and to see if personcentred approaches really exist. Further, such activities help identify
strategies that can enable more effective teamwork, better time
management, and more productive staff relationships, all of which enable a shift from ‘person-centred moments’
to a culture of person-centred practice.
one-person job; it

requires commitment

Conclusion

In this paper we have highlighted the complex, contextual issues that
challenge the existence of person-centred care in organisations. The real
challenge for all organisations is the movement from individual, ‘personThe real challenge for all
centred moments’ to ‘person-centred cultures.’ It is clearly evident from
organisations is the
the international literature that this cannot happen by relying on the
movement from individual,
individual motivation of practitioners. Instead the change requires a
‘person-centred moments’ to
sustained commitment to facilitated culture change with teams and
‘person-centred cultures.’
across organisations. Whilst we have been able to bring about effective
facilitation approaches with clinical teams, the challenge of engaging
managers in these same processes continues. It is our contention that if
managers reinforce only the importance of short-term changes, without
including person-centred considerations, then person-centred cultures
will not be achieved. Expert facilitation at all levels of an organization,
along with an integrated approach to active learning within an emancipatory intent, appear to have the potential
to achieve such a culture change.

Authors

Brendan McCormack, D.Phil (Oxon.), BSC (Hons.) Nursing, PGCEA, RNT, RGN, RMN
E-mail: Bg.mccormack@ulster.ac.uk
Professor McCormack is Director of the Institute of Nursing Research and Head of the Person-Centred Practice
Research Centre at the University of Ulster (Northern Ireland). He leads a number of practice development and
research projects in Ireland, the United Kingdom, Europe, and Australia that develop person-centered practice. His
writing and research focus on gerontological nursing, person-centered nursing, and practice development. Dr.
McCormack serves on a number of editorial boards, policy committees, and development groups in these areas.
He has a particular interest in the use of arts and creativity in healthcare research and development. Brendan
serves as Editor of the International Journal of Older People Nursing; he has published more than 110
peer-reviewed publications in addition to five books.His most recent book, Person-Centered Nursing, co-authored
with Professor Tanya McCance, was published in July, 2010. Brendan has been appointed as a standing member of
Sigma Theta Tau’s Global Health Advisory Council, President of the All-Ireland Gerontological Nurses Association,
and Chairman of the 'Age NI’ Charity.
Jan Dewing, MPhD, MN, BSc, RGN, RNT
E-mail: jan.dewing@btinternet.com
Professor Dewing works jointly with East Sussex Health Care National Health Service (NHS) Trust and Canterbury
Christchurch University Kent England.She is a Registered Nurse and has worked in nursing for many years building
a portfolio as a clinical academic. Her previous experiences include working with clinical nursing and practice
development units and serving in lecturer-practitioner roles, senior management roles, educational roles, and
research roles. Most of Jan's posts have been joint posts between health service providers and academic
organisations. In her current role she works between the NHS Trust and Canterbury Christchurch University,
focusing on mutually beneficially ways of working that bring desired outcomes for both organisations and
ultimately for the patient 's experience of care and safety. Professor Dewing's areas of research interest are in
person-centred practice, effective workplaces, teams and leaders, skilled facilitation, evaluation, and workplace
learning.She also has expertise in re-enablement and gerontological practice, including dementia care. Jan is
widely published and presents at a variety of national and international conferences. She is Editor of a new
e-journal, The International Journal of Practice Development, published by the Foundation of Nursing Studies, and
of the International Practice Development Collaborative journal: The International Journal of Practice
Development.
Tanya McCance, D.Phil, MSc, BSc (Hons.) RGN
E-mail: Tanya.mccanc@belfasttrust.hscni.net
Professor McCance holds a joint appointment between the University of Ulster and the Belfast Health and Social
Care Trust (Northern Ireland) as Professor of Research and Development (R&D). She has been a registered nurse
since 1990 and throughout her career has held several joint posts demonstrating her commitment to practice,
education, and research. Dr. McCance currently leads a number of projects that are practice based and
collaborative in nature. These projects contribute to a programme of work that focuses on person-centred care.
Tanya’s primary interest is in developing research in practice settings. She currently sits on a number of editorial

8 of 11

2/02/2015 2:41 PM

Developing Person-Centred Care: Addressing Contextual Challenges ...

http://nursingworld.org/MainMenuCategories/ANAMarketplace/ANA...

boards, committees, and working groups and is recognised for her contributions to the strategic development of
nursing and midwifery R&D. She has over 20 publications and has delivered many regional, national, and
international conference presentations. Her most recent work focuses on the identification of a relevant and
appropriate set of key performance indicators for nursing and midwifery that are indicative of person-centred care
and on the development of methodologies that will demonstrate the unique contribution of nursing to the patient
experience.

References

Adams, A., & Bond, S. (1997). Clinical specialty and organizational features of acute hospital wards. Journal of
Advanced Nursing 26, 1158-1167.
Aiken, L.H., & Sloane, D.M. (1997a) Effects of organizational innovations in AIDS care on burnout among urban
hospital nurses. Work and Occupations, 24(4). 453-477.
Aiken, L.H., & Sloane, D.M. (1997b). Effects of specialization and client differentiation on the status of nurses: The
case of AIDS. Journal of Health and Social Behavior. 38(3), 203-222.
Aiken, L.H., Sloane, D.M., & Lake, E.T. (1997). Satisfaction with inpatient acquired immunodeficiency syndrome
care - A national comparison of dedicated and scattered-bed units. Medical Care, 35(9), 948-962.
Arneill, B., & Frasca-Beaulieu, F. (2003). Healing environments: Architecture and design conducive to health. In
S.B. Frampton, L. Gilpin, & P.A. Charmel, Putting Patients First: Designing and Practicing Patient-Centred Care.
San Francisco, CA: Jossey-Bass.
Brown, D., & McCormack, B. (2011). Developing the practice context to enable more effective pain management
with older people: An action research approach. Implementation Science, 6 (9), 1-14.
Brown, D., & McCormack, B. (2006). Determining factors that have an impact upon effective evidence-based pain
management with older people, following colorectal surgery: An ethnographic study. Journal of Clinical Nursing,
15(10), 1211-1351.
Chang, M-Y., Chen, C-H., & Huang, K-F. (2008). Effects of music therapy on psychological health of women during
pregnancy. Journal of Clinical Nursing, 17(19), 2580-2587.
Clarke, A. (2001). Learning organizations, What they are and how to become one. Leicester: The National
Organisation for Adult Learning (NIACE).
Coeling, H., & Simms, L. (1993). Facilitating innovation at the nursing unit level through cultural assessment, part
1: How to keep management ideas from falling on deaf ears. Journal of Nursing Administration, 23, 46-53.
Davies, H., Nutley, S., & Mannion, R. (2000). Organisational culture and quality of health care. Quality in Health
Care, 9(2), 111-119.
Dementia Services Development Centre. (2007). Best practice in design for people with dementia. Stirling,
Scotland: Dementia Services Development Centre.
Dewar, B., & Mackay, R. (2010). Appreciating and developing compassionate care in an acute hospital setting
caring for older people. International Journal of Older People Nursing 5, 299–308.
Dewing, J. (2009). Moments of movement: Active Learning and practice development. Nurse Education in Practice,
10(1), 22-26.
Dewing, J. (2008a). Implications for nursing managers from a systematic review of practice development. Journal
of Nursing Management, 16, 134–140.
Dewing, J. (2008b). Becoming and being active learners and creating active learning workplaces: The value of
active learning. In K. Manley, B. McCormack, & V. Wilson (Eds.), International Practice Development in Nursing
and Healthcare (pp. 273-294). Oxford: Blackwells.
Dooher, J., & Kozlowski, C. (2010). Enhancing the healing environment. British Journal of Wellbeing, 1(7), 17-21.
Drew, J.C. (2005). Making the long-term care environment more like that of home: The Eden alternative™, what
families want, and why. In J.E. Gaugler [ed.], Promoting Family Involvement in Long-Term Care Settings: A guide
to programmes that work. Baltimore, MD: Health Professions Press.
Elliott, J. (2008). Dance mirrors: Embodying, actualizing and operationalizing a dance experience in a healthcare
context. Unpublished doctoral thesis. Jordanstown, Northern Ireland: University of Ulster.
Ferlie, E., & Shortell, S.M. (2001). Improving the quality of health care in the United Kingdom and the United
States: A framework for change. Millbank Quarterly, 79(2), 281-315.
Hannemann, B.T. (2006). Creativity with dementia patients: Can creativity and art stimulate dementia patients
positively. Gerontology, 52(1) 59-65.
Heron, J., & Reason, P. (2008). The practice of co-operative inquiry: Research ‘with’ rather than ‘on’ people. In P.
Reason, & H. Bradbury (eds.), Handbook of action research (p.144). London: Sage Publications.
Hoff, T., Pohl, H., & Bartfield, J. (2004). Creating a learning environment to produce competent residents: The

9 of 11

2/02/2015 2:41 PM

Developing Person-Centred Care: Addressing Contextual Challenges ...

http://nursingworld.org/MainMenuCategories/ANAMarketplace/ANA...

roles of culture and context. Academic Medicine, 6, 532-540.
Hsu, M.Y., & McCormack, B. (2010). The experience of using narrative research methods in gerontological nursing.
Journal of Nursing Research, 18(4), 249-257.
Kane, R., Lun, T., Cutler, L., Degenholtz, H., & Tzy-Chyi, Y. (2007). Resident outcomes in small-house nursing
homes: A longitudinal evaluation of the Initial Green House Program. American Geriatrics Society, 55, 832-839.
Kaye, B.L., & Jordan-Evans, S. (2005). Love ‘em or lose ‘em: Getting good people to stay, San Francisco, CA:
Berrett-Koehler Publishers.
Kontos, P.C., Mitchell, G.J., Mistry, B., & Ballon, B. (2010). Using drama to improve person-centred dementia care.
International Journal of Older People Nursing, 5, 159–168.
Lowson, K., Beale, S., Kelly, J., & Hadfield, M. (2006). Evaluation of enhancing the healing environment
programme. Final Report for the Department of Health (NHS Estates), York Health Economics Consortium. York,
England: University of York.
Manley, K. (2000). Organisational culture and consultant nurse outcomes: Part 1 organisational culture. Nursing
Standard, 14, 34-38.
Manley, K., Titchen, A., & Hardy, S. (2009). Work-based learning in the context of contemporary health care
education and practice: A concept analysis. Practice Development in Health Care, 8(2) 87–127.
Manley, K., McCormack, B., & Wilson, V. (2008). Introduction. In K. Manley, B. McCormack, & V. Wilson (eds.),
Practice Development in Nursing: International Perspectives (p1-16). Oxford: Blackwell Publishing.
Manley, K., McCormack, B., Wilson, V., & Thoms, D. (2008). The future contribution of practice development in a
changing healthcare context. In K. Manley, B. McCormack, & V. Wilson (eds.), International Practice Development
in Nursing and Healthcare (pp 379-395). Oxford: Blackwell.
Manley, K., & McCormack, B. (2004). Practice development: Purpose, methodology, facilitation and evaluation. In
B. McCormack, K. Manley, & R. Garbett, Practice Development in Nursing. Oxford: Blackwell Publishing.
McCance, T., Gribben, B., McCormack, B., & Mitchell, E. (2010). Improving the patient experience by exploring
person-centred care in practice. Final Programme Report. Belfast, Northern Ireland: Belfast Health and Social Care
Trust.
McCormack, B., Dewing, J., Breslin, L., Tobin, C., Manning, M., Coyne-Nevin, A., Kennedy, K., & Peelo-Kilroe, L.
(2010). The Implementation of a Model of Person-Centred Practice in Older Person Settings. Final Report, Office of
the Nursing Services Director, Health Services Executive, Dublin, Ireland
McCormack B, Dewing J, Breslin E, Coyne-Nevin A, Kennedy K, Manning M, Tobin C and Slater P (2010)
Developing person-centred practice: nursing outcomes arising from changes to the care environment in residential
settings for older people, International Journal of Older People Nursing 5, 93–107
McCormack, B., & McCance, T. (2010). Person-centred Nursing: Theory, models and methods. Oxford: Blackwell
Publishing.
McCormack, B., Henderson, E., Wilson, V., & Wright, J. (2009). The workplace culture critical analysis tool.
Practice Development in Healthcare, 8(1), 28-43.
McCormack, B., Wright, J., Dewer, B., Harvey, G., & Ballintine, K. (2007). A realist synthesis of evidence relating
to practice development: Interviews and synthesis of data. Practice Development in Health Care, 6(1), 56-75.
McCormack, B., & McCance, T. V. (2006). The person centred nursing conceptual framework. Journal of Clinical
Nursing, 56(5), 1-8.
New South Wales Government – Health. (n.d.). Health department models of care project. Retrieved April 5, 2010
from www.health.nsw.gov.au/nursing/projects/models_of_care.asp
O’Reilly, M., Courtney, M., & Edwards, H. (2007). How is quality being monitored in Australian residential aged
care facilities? A narrative review. International Journal for Quality in Health Care, 19(3), 177–182.
Platzer, H., Blake, D., & Ashford, D. (2000). An evaluation of process and outcomes from learning through
reflective practice groups on a post-registration nursing course. Journal of Advanced Nursing, 31(3), 689-695.
Scott, T., Mannion, R., Davies, H., & Marshall, M. (2003). The quantitative measurement of organizational culture
in health care: A review of the available instruments. Health Services Research, 38(3), 923-945.
Senge, P. (2006). The fifth discipline. London: Random House Business Books.
Slater, P. (2006). Person-centred nursing: The development and testing of a valid and reliable nursing outcomes
instrument. Unpublished PhD thesis. Jordanstown, Northern Ireland: University of Ulster.
Slater, P., & McCormack, B. (2007). An exploration of the factor structure of the Nursing Work Index. Worldviews
on Evidence-Based Nursing, 4(1), 30-39.
Titchen, A., & Binnie, A. (1995). The art of clinical supervision. Journal of Clinical Nursing. 4(5), 327-334.
van der Zijpp, T.J., & Dewing, J. (2009). Learning to become a facilitator in the school context. Practice
Development in Health Care Journal, 4, 200-215.

10 of 11

2/02/2015 2:41 PM

Developing Person-Centred Care: Addressing Contextual Challenges ...

http://nursingworld.org/MainMenuCategories/ANAMarketplace/ANA...

Wilson V., McCormack B. & Ives G (2005) Understanding the Workplace Culture of a Special Care Nursery. Journal
of Advanced Nursing, 50 (1), 27-38.
© 2011 OJIN: The Online Journal of Issues in Nursing
Article published May 31, 2011

Related Articles
Application of a Marketing Concept to Patient-Centered Care: Co-Producing Health With Heart Failure
Patients
Robert P. Leone, PhD; Charles A. Walker, PhD, RN; Linda Cox Curry, PhD, RN; Elizabeth J. Agee MSN, RN,
ACNS-BC (April 3, 2012)

Patients First! Engaging the Hearts and Minds of Nurses with a Patient-Centered Practice Model
Deborah C. Small, RN, MSN, NE-BC; Robert M. Small, MBA (May 31, 2011)

An Exploration of Person-Centredness in Practice
Tanya McCance, DPhil, MSc, BSc (Hons.) RGN; Brendan McCormack, D.Phil (Oxon.), BSC (Hons.) Nursing,
PGCEA, RNT, RGN, RMN; Jan Dewing, MPhD, MN, BSc, R (May 31, 2011)

Patient-Centered Care in a Medical Home
Colette Carver, MSN, APRN-BC-ADM, FNP; Anne T. Jessie, MSN, RN (May 31, 2011)

Teaching Patient-Centered Care During the Silver Hour
Marilyn Smith-Stoner, PhD, RN, CHPN (May 31, 2011)

Delivering Patient-Centered Care in the Midst of a Cultural Conflict: The Role of Cultural Competence
Josepha Campinha-Bacote, PhD, MAR, PMHCNS-BC, CTN-A, FAAN (May 31, 2011)

Follow Us on:

© 2015 The American Nurses Association, Inc. All Rights Reserved
American Nurses Association - 8515 Georgia Avenue - Suite 400 - Silver Spring, MD 20910
ISSN: 1091-3734 | 1-800-274-4ANA | Copyright Policy | Privacy Statement

11 of 11

2/02/2015 2:41 PM

